Objective: Superior cerebellar artery (SCA) aneurysms are regarded as being as difficult to treat surgically as posterior circulation aneurysms. We describe here a series of 33 of these aneurysms treated with microsurgery or embolization. Methods: Between June 1997 and August 2007, 33 patients (9 men, 24 women; age, 29 to 76 years) with SCA aneurysms underwent microsurgical (n = 12) or endovascular (n = 21) treatment. Twenty two patients presented with subarachnoid hemorrhage. Thirty aneurysms were located in the junction between the SCA and the basilar artery (BA), two in the proximal SCA (S1) and one in the distal SCA (S2-3). Results: Of the 29 SCA aneurysms, located in the junction between the SCA and BA, which were available on conventional angiography, 20 were lateral-superior, six lateral-horizontal, two lateral inferior, and one posterior type. Of the 12 patients treated microsurgically, eight had clinically excellent or good outcomes. Causes of poor outcomes included initial poor clinical status (n = 2), infarction due to parent artery compromise (n = 1), and artery of Heubner injury due to surgery for a coexisting anterior communicating artery aneurysm (n = 1). Of the 21 patients treated endovascularly, 17 had clinical good or excellent outcomes. Causes of clinically poor outcomes included initial poor clinical status (n = 2) and infarction due to thrombosis of exposed coil mesh (n = 1). One patient underwent embolization resulted in death due to vasospasm. Three patients required additional embolization for coil compaction. Conclusions: There was no morbidity related to perforator injury, regardless of the treatment modality. Embolization or microsurgery is an effective modality, with relatively low procedural morbidity and mortality rates. 
INTRODUCTION
Posterior circulation aneurysms including SCA aneurysms were regarded challenging to neurosurgeon due to narrow operative field, their intimate relationship to per- H-H grade = Hunt and Hess grade; SCA = Superior Cerebellar Artery; GOS = Glasgow Outcome Scale; FU = follow-up; F = female; M = male; SAH = subarachnoid hemorrhage; PCA = Posterior Cerebral Artery; Junction = aneurysm in junction the between the Basilar Artery and SCA; N/A = not available *A patient with a previous history of surgical clipping of another ruptured aneurysm and no definite SCA aneurysm on initial angiogram suffered from SAH four years after surgery. Conventional angiography revealed the growth of an SCA aneurysm. were > 5 mm and < 10 mm in diameter with a small neck, six were small with wide necks, and seven were large (≥ 10 mm) with wide necks. The decision as to whether to treat surgically or by other methods was discussed among the physicians, including neurovascular surgeons and neurointerventionists.
Factors indicating treatment of unruptured aneurysms in- Clinical outcomes were evaluated according to the Glasgow Outcome Scale (GOS).
RESULTS
In classifying these 29 patients with SCA aneurysms in the junction between the BA and the SCA, based on our angiographic data we found that 20 patients (69.0%) had lateral-superior aneurysms. In addition, six patients (20.7%) had lateral-horizontal, two (6.9%) had lateral-inferior, and one (3.4%) had a posterior SCA (Fig. 1 ).
Three patients with SAH showed aneurysm growth. Since the proximal SCA is intimately related to cranial nerves III, IV, and V, 19) aneurysms on the SCA may present with palsies of these nerves. Occlusion of the SCA appears to be well tolerated.
4)9)
One of the 33 SCA aneurysms was dissecting and was located in the S2-3 segment of the artery. Treatment of this aneurysm by complete trapping using a coil resulted in no neurological deficits. Collateral blood flow and a paucity of perforating arteries from the S1 and S2 segments may limit ischemic infarctions, usually resulting in good outcomes. Procedural morbidities related to SCA aneurysm were observed in one patient each treated with microsurgery or embolization and its rate was relatively low compared with rates in basilar apex aneurysms.
12)
It is generally recommended that unruptured aneurysms < 7 mm in size with no associated symptoms be managed conservatively. 
